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CASE REPORTS
Hypogastric preservation with Viabahn stent graft
during endovascular aneurysm repair
Steven G. Friedman, MD, and Herrick Wun, MD, New York, NY
The presence of bilateral iliac aneurysms extending to the iliac bifurcations, in conjunctionwith an abdominal aortic aneurysm,
complicates endovascular repair because of the difficulty of preservingone or bothhypogastric arteries. Several open techniques
have been suggested for hypogastric preservation, but they usually involve some type of anatomic or extra-anatomic bypass.
Endovascular techniques for hypogastric preservation include branch iliac grafts, chimney grafts, and bellbottom limbs. We
report the use of a Viabahn stent graft (W. L. Gore and Associates, Flagstaff, Ariz) within the iliac limb of a Powerlink device
(Endologix, Inc, Irvine, Calif) to preserve a hypogastric artery. (J Vasc Surg 2011;54:504-6.)
F
and Viabahn grafts.The presence of bilateral iliac aneurysms extending to
the iliac bifurcations, in conjunction with an abdominal
aortic aneurysm (AAA) complicates endovascular aneurysm
repair (EVAR) because of the difficulty of preserving one or
both hypogastric arteries. Sacrifice of both hypogastric
arteries risks buttock claudication, mesenteric ischemia,
and erectile dysfunction.1,2 A variety of anatomic and extra-
anatomic bypasses have been proposed to preserve at least
one hypogastric artery.3-5 Their drawbacks include the use
of small prostheses with attendant diminished patency rates
and additional groin or retroperitoneal incisions. One
group suggested that hypogastric ligation is an innocuous
procedure, but this opinion is in the minority.6 Endovas-
cular branch iliac grafts,7 chimney grafts,8 and bellbottom
limbs9 have also been used for hypogastric preservation.We
present a patient who was treated by unilateral hypogastric
occlusion in conjunction with an endovascular bypass from
the iliac limb of the aortic device into the ipsilateral hypo-
gastric artery.
CASE REPORT
A 64-year-old man was noted to have a 4.9-cm AAA 2 years
ago. A recent computed tomography (CT) scan with contrast
revealed a 6.4-cm AAA, a 2.3-cm right common iliac aneurysm,
and a 2.9-cm left common iliac aneurysm. The iliac aneurysms
extended to the iliac bifurcations.
The patient was brought to the operating room where the
right hypogastric artery was embolized with two 8-mm and two
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504ig 1. Intraoperative angiogram shows the adjacent PowerlinkFig 2. Illustration shows the adjacent Powerlink and Viabahn grafts.
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Volume 54, Number 2 Friedman and Wun 505Fig 3. A,A postoperative computed tomography angiogram (CTA) demonstrates stent graft bifurcation, the iliac limbs, a
patent Viabahn graft, patent distal left external and internal iliac arteries, and a coil-occluded right internal iliac artery.
B,PostoperativeCTAdemonstrates patency of the stent graft, the left iliac limb, theViabahn graft within the left internal iliac
artery, and the patent distal left external and internal iliac arteries. C, Postoperative CTA demonstrates patency of the stent
graft, the right iliac limb, a coil-occluded right internal iliac artery, and a patent right external iliac artery.
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August 2011506 Friedman and Wun10-mm Cook (Cook Medical, Bloomington, Ind) Nestor coils
through the left common femoral artery. Immediately after this
procedure, a 28-  16-  100-mm Powerlink device (Endologix,
Inc, Irvine, Calif) was deployed through a right common femoral
artery cutdown. Two 34-  80-mm proximal cuffs were deployed
along with a 20-  13-  88-mm right iliac extension.
A 16-  16-  88-mm left iliac extension was positioned
through a femoral cutdown but not deployed. Adjacent to the left
iliac extension device, an 8- 50-mm Viabahn device (W. L. Gore
and Associates, Flagstaff, Ariz) was also positioned through the
right common femoral artery, with the distal end in the left
hypogastric artery. The two devices were then deployed simulta-
neously and postdilated simultaneously with appropriately sized
balloons (Fig 1). The juxtaposition of these devices is illustrated in
Fig 2. In retrospect, a longer Viabahn graft could have been used.
The patient did well postoperatively and was discharged the
next day. On postoperative day 2, he was readmitted with back
pain, and a CT scan demonstrated a pseudoaneurysm lateral to the
proximal aortic cuff. The patient was returned to the operating
roomwhere the right groin incision was opened and a 34- 34-
100-mm proximal extension cuff (Endologix) with bare suprarenal
extension was placed, obliterating the pseudoaneurysm.
A CT scan 1 month later revealed good position and patency of
the Powerlink and Viabahn grafts, with filling of the left hypogastric
artery (Fig 3). The patient continues to do well after 3 months.
DISCUSSION
It is generally agreed that in cases of AAA with bilateral
iliac aneurysms extending to the iliac bifurcations, effort
should be made to preserve at least one hypogastric artery.
A variety of anatomic and extra-anatomic bypasses have
been proposed to accomplish this.3-5 All of these tech-
niques involve additional small vascular prostheses, which
add to the time of the procedure and have variable patency
rates. The additional incisions and dissections required for
extra-anatomic bypasses add to the patient’s recovery time
and may increase hospital length of stay.
Verzini et al7 analyzed early and midterm outcomes of
endovascular treatment of iliac aneurysms by branch en-
dografting vs hypogastric occlusion. The authors treated 74
patients and found that endovascular treatment of iliac
aneurysms with hypogastric revascularization through side-
branched endografts was feasible and safe in the midterm.
When compared with hypogastric embolization, this op-
tion led to similar technical success and reintervention
rates. The advantages of revascularization included avoid-
ance of endoleaks and buttock claudication.7 Other authors
have reported similar results.10,11
Casey et al8 described two patients in whom hypogastric
artery preservation was possible using commercially available
stent grafts. The techniques that they described enabled pa-
tients with concurrent aorta and iliac aneurysms to undergo
EVAR without increasing the risk of pelvic ischemia.8
Malagari et al9 examined whether dilated common iliac
arteries could provide a safe distal seal in EVARwith the use
of bifurcated stent grafts with large diameter limbs. They
compared 16 patients with 26 dilated common iliac arteries
with 42 patients who also underwent EVAR without iliac Silatation. Partial or complete flow to the internal iliac
rtery territories was preserved in all patients after EVAR,
nd the authors concluded that dilated common iliac arter-
es provide a safe distal seal, obviating the need for addi-
ional endovascular procedures.9
ONCLUSIONS
Technologic developments continue to expand the
ange of aneurysms that are treatable by EVAR. Fenestrated
ndografts, branched iliac endografts, and branched thora-
oabdominal endografts now permit the endovascular
reatment of juxtarenal and suprarenal aneurysms, common
liac aneurysms with preservation of the hypogastric artery,
nd thoracoabdominal aneurysms.12
In-line placement of a Viabahn graft from the contralat-
ral common femoral artery into the iliac limb of the main
ody and then the hypogastric artery, adjacent to the iliac limb
xtension, offers another way to avoid additional punctures
nd incisions while preserving hypogastric artery blood flow.
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